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Purpose The purpose of this study was to examine the influences of psychological well-being, quality of
caregiver-patient relationship, and family support on the health of family caregivers for cancer patients 
in a Taiwanese hospital.
Methods A cross-sectional, correlational design was used. A sample of 91 family caregivers of hospital-
ized cancer patients completed the Caregiver Reaction Assessment and Psychological Well-Being Scale. 
Pearson’s product moment correlation and regression analyses were used to examine the data.
Results The psychological well-being and the quality of the caregiver-patient relationship of family caregivers
were found to be significantly positively correlated with caregivers’ health. The lack of family support was
found to be significantly negatively correlated with caregivers’ health. Psychological well-being, quality of
caregiver-patient relationship, and family support accounted for 59% of the variance in caregivers’ health.
Conclusion The findings suggest that nurses, while providing care in the hospital and upon discharge
need to be aware of the psychological well-being, quality of caregiver-patient relationship, and family 
support of a family caregiver, as these factors all have an impact on a family caregiver’ health. [Asian Nursing
Research 2009;3(4):154–166]
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INTRODUCTION
In 2007 alone, 1.4 million patients were newly diag-
nosed with cancer in the United States (American
Cancer Society, 2007). Cancer is also a prevalent
disease in Taiwan, where it was the leading cause of
death from 1982 to 2006 (Department of Health in
Taiwan, 2008). For instance, the number of deaths
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resulting from malignant neoplasm increased from
16,559 in 1986 to 37,998 in 2006 in Taiwan (Depart-
ment of Health in Taiwan).
The disease process of cancer causes changes in
patients that affect not only the patient himself/
herself, but also his/her family caregivers. Cancer
can cause changes in a patient’s functional ability,
bodily functions, appearance, employment status,
family and social role, and self-image (Kim & Kwon,
2007; Miaskowski et al., 2006). All these changes
have an impact on the lives of family caregivers, as
the patient may become dependent on them for
daily activities (Schumacher et al., 2008). In Taiwan,
most hospitalized or discharged patients have rela-
tives or foreign laborers with them 24 hours a day.
Engaging in such intensive care-giving for a hospi-
talized family member is in itself an impact on the
caregiver (Caress, Luker, Chalmer, & Salmon, 2009).
Furthermore, the role of family care-giving for
terminally ill patients has become an increasing con-
cern in populations worldwide as these populations
age (Miaskowski et al., 2006). In Taiwan, the pro-
portion of older people was at 7% of the total 
population in 1993, but it increased to 10.43% in
2008, and was projected to approach 24.8% by 2036
(Department of Statistics, 2009). In the United States,
almost 79% of caregivers provided care to someone
aged 50 or older (National Alliance for Caregiving
and AARP, 2004).As a population ages, the functional
dependency rate also grows. Thus, understanding the
factors that influence family caregivers’ health has
become critical in addressing this concern.
Previous studies found that the psychological well-
being of family caregivers was related to their self-
concept,hardiness and role adjustment (Chen & Short,
2008; Eldred & Sykes, 2008; Ron, 2008). The role
adjustment can influence a family caregiver’s sense of
burden and life satisfaction (Drentea & Goldner, 2006;
Kazanowski, 2005; Silverberg, 2007). Decreasing the
burden on the family was found to be significantly
associated with the positive quality of the relation-
ship between a caregiver and care receiver (Celano
et al., 2008; Schumacher et al., 2008). The burden
experienced by a family caregiver is further relieved
by presence of support resources (Dimitropoulos,
Carter, Schachter, & Woodside, 2008; Lee, 2008;
Tremont, Davis, Bishop, & Fortinsky, 2008).
Although family care-giving has been the subject
of study in Taiwan, most of these studies are con-
ducted in the community (Tang, 2009; Weng, Ma,
Zhang, & Zheng, 2002), on stroke patients (Kao &
Acton, 2006) and persons receiving domiciliary 
palliative care (Tang; Tang & Li, 2008) rather than
patients in the hospital setting. Few studies have
examined family caregivers of hospitalized patients
suffering from cancer (Department of Health in
Taiwan, 2008); none of the studies to date examined
the influences of this constellation of variables: psy-
chological well-being, quality of the caregiver-patient
relationship, and family support.
The purpose of this study was to examine the
influences of family caregivers’ psychological well-
being, quality of the caregiver-patient relationship,
and family support on their health when providing
care to a hospitalized family member with cancer
(Figure 1). The results of this study will shed light
on factors influencing the health of family caregivers,
and provide useful information for nurses and family
members caring for cancer patients.
Specifically, the following four questions were
put forward:
1. What is the relationship between the family
caregivers’ psychological well-being and their
health?
2. What is the relationship between the quality of
the family caregivers’ personal relationship with
the cancer patient and their health?
Psychological well-being
Family caregiver healthQuality of relationshipwith care receiver
Family support
Figure 1. A conceptual model of factors influencing a
family caregiver’s health at a hospital in Taiwan.
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3. What is the relationship between the family
caregivers’ family support and their health?
4. How much can the above three factors predict
the family caregiver’s health?
METHODS
Design
The study used a descriptive correlational design to
explore the relationships between family caregivers’
psychological well-being, quality of caregiver-patient
relationship, family support, and their health in 
caring for hospitalized cancer patients.
Sample and setting
A convenience sample of 91 primary caregivers of
hospitalized cancer patients was recruited in the
oncology room the general medical and surgical
rooms at a medical university hospital in Taiwan.
The sample size was determined by Power Analysis
Computer Software (Borenstein, Rothstein, Cohen,
Schoenfeld, & Berlin, 2000) for regression models:
(a) the significance level set α at .05 and power (1– β)
at .80; (b) estimating the four covariates (age, income,
health status after care-giving, length of the care-
giving experience) yielded an R2 of .06; (c) estimating
the four independent variables (patients’ activities
of daily living [ADL], caregivers’ psychological
well-being, quality of caregiver-patient relationship,
family support) yielded an additional R2 (R2
change) of .13. In other words, the four covariates
entered accounted for 6% of the variance; the 
four independent variables accounted for an addi-
tional 13% of the variance. Using these criteria, the
sample size was estimated to be 90 participants
(Borenstein et al.).
The primary caregiver sampling criteria for 
family members were as follows: (a) aged over 18;
(b) ability to read and write Chinese; (c) assump-
tion of primary responsibility for providing care to
the patient in the hospital for at least 5 days per
week and at least 6 hours per day; (d) ability to 
provide care for the patient with at least one of the
ADLs.
Measures
The Psychological Well-Being Scale (PWBS; Ryff,
1989) was used to measure caregivers’ psychological
well-being. Three subscales of the Caregiver Reaction
Assessment (CRA; Given et al., 1992) were used to
measure quality of caregiver-patient relationship,
family support, and impact on health.
Caregivers’ psychological well-being was measured
by the 18-item PWBS (Ryff, 1989).The six concepts
assessed by this questionnaire include: (a) autonomy;
(b) environmental mastery; (c) purpose in life; (d)
personal growth; (e) positive relations with others;
(f) self-acceptance. The items were scored on a 6-
point Likert scale ranging from (1) strongly disagree
to (6) strongly agree. Higher scores indicate better
psychological well-being. The maximum total score
possible is 108, and the minimum is 18. Based on a
sample of 321 adults, Ryff reported internal consis-
tencies that ranged from .83 to .91 for each subscale.
In this study, the internal consistency was .77.
Quality of Caregiver-Patient Relationship, family
support and the negative impact on caregiver’s health
were measured by CRA (Given et al., 1992). The
five subscales included in this 24-item questionnaire
are: (a) Caregiver’s Esteem; (b) Lack of Family Sup-
port; (c) Impact on Health; (d) Impact on Schedule;
(e) Impact on Finances. Quality of Caregiver-patient
Relationship was measured by the subscale of Care-
giver’s Esteem. Family support was measured by
the subscale of Lack of Family Support. The family
caregiver’s health was measured by the subscale of
Impact on Health. The CRA has been examined by
rigorous psychometric tests including content valid-
ity, construct validity, exploratory validity, and con-
firmatory factor analysis, and showed good validity
and internal consistency (Given et al.).
Caregiver’s Esteem subscale consists of seven
items, and measures the caregivers’ feelings about
care-giving tasks and the interaction between care-
givers and care receivers. The highest possible score
is 35, and the lowest is seven with higher scores
indicating a better quality of relationship. In this study,
the internal consistency for this subscale was .79.
Lack of Support subscale consists of five items; the
highest possible score is 25, and the lowest is five
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with higher scores indicating lower support re-
sources. In this study, the internal consistency for
this subscale was .71.
Impact on Health subscale consists of four items
that are two pairs of reversed questions. Question 5,
“Since caring for him/her, it seems like I’m tired all
of the time,” and question 10, “My health has gotten
worse since I’ve been caring for him/her” were reverse
of each other, while question 15,“I have enough phys-
ical strength to care for him/her” and question 19,
“I am healthy enough to care for him/her.” The
highest score is 20, and the lowest is four with higher
scores indicating more negative impact on family
caregivers’ health. In this study, the internal consis-
tency for this subscale was .73.
Questionnaire translation and pilot study
The translated versions of the questionnaires must
satisfy two requirements: (a) acceptable levels of
semantic and conceptual equivalence; (b) valid and
reliable.All structured questionnaires were translated
from English to Chinese by the researcher and back-
translated by an independent translator, a Taiwanese
American with a Masters degree in English as a Second
Language from a university in the United States. Dis-
crepancies between the researcher and the transla-
tor were identified and repetition of the translation
procedure continued until all discrepancies were 
resolved. A pilot study was carried out before the cur-
rent study in order to assist the researcher in refining
data collection with respect to the sample, instru-
ments and procedures. Thirty subjects participated
in the pilot study.
Data collection procedures
After receiving approval from the Institutional Review
Board of the Chung Shan Medical University and the
Chung Shan Medical University Hospital in Taiwan,
the investigators identified and contacted caregivers
in the hospital who met the study criteria, explained
the purpose of study, and requested their consent 
to complete the questionnaires. Interested primary
family caregivers were given an envelope that con-
tained a letter of informed consent and the question-
naires. Data on the psychological well-being, quality
of caregiver-patient relationship, family support, and
health of family caregivers were collected.
In the informed consent form, the following infor-
mation was provided: This is a voluntary study. The
only risk associated with participation in this study
is the inconvenience of the time involved in recalling
the care-giving process and completing the questions.
Participants can stop answering the questions at any
time without any penalty or loss of services or ben-
efits. The data for this study are being collected
anonymously. Participants will not be identified at
any point in the study. All information in this study
will be kept anonymous and confidential. The data
will be destroyed by shredding and electronic files will
be deleted six years after the completion of the study.
The questionnaires, either completed or not, were
returned to the investigators. Participants did not put
their names on the questionnaires, and were given a
gift to thank them for their time and effort.
Data analysis
Analyses were conducted using SPSS version 11 (SPSS
Inc., Chicago, IL, USA). Descriptive statistics were
used to describe the study sample. To examine the
differences between group variables, t test was used.
Pearson’s product moment correlation and multiple
regression analysis were used to analyze the predic-
tor variables and impact on health.
RESULTS
General characteristics of family caregivers
The majority of participants were female (n = 69, or
75.8%) and married (n = 75, or 82.4%), with 27.5%
of them having a high school education, and 56.1%
with less than a high school education. Slightly more
than half (52.7%) were Buddhists. The participants’
age ranged from 19 to 78 years with a mean age of
46.65 years (SD = 13.28). Sixty-eight participants
(74.8%) had a monthly income that was below
NT$30,000 (about US$857.14). The family care-
givers’ health status after having started to take 
care of patients was found to be significantly worse
than before having started to take care of patients
P.M. Yeh et al.
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(t = 3.96, p < .001). Sixty-eight of the caregivers
(74.8%) had been providing care for more than six
months (Table 1).
Family caregivers were also asked to answer 
“yes” or “no” to the question “If nurses provided total
care to the patients, do you think family caregivers
need to stay in the hospital?” If the participants
answered “no”, they were grouped to not staying. If
the participants answered “yes”, they were grouped
to staying. Family caregivers who felt the need to stay
in the hospital showed a significantly higher income
(t = −2.86, p < .01), higher scores on PWBS, which
measured psychological well-being (t=−1.99, p< .05),
and were providing care to significantly older patients
(t = –2.25, p < .05) than those who answered “no”
(Table 2).
General characteristics of cancer patients
The age of cancer patients ranged from 15 to 87
years with a mean age of 59.03 years (SD = 15.59).
The majority were male (n = 57, 62.6%) and mar-
ried (n = 71, 78%); only 14.3% were widowed. The
majority of these patients had less than a high school
education (n = 66, 72.5%); only 20 (22%) had a
high school education. The largest diagnostic group
was lung cancer (n = 24) followed by liver cancer
(n = 14). The average number of the patients’ symp-
toms was 4.55 (SD = 2.59) with a range from 1 to
12. Fifty-five (60.4%) patients had loss of appetite, 52
(57.1%) felt fatigue, 41 (45.1%) experienced weight
loss, and 39 (42.9%) felt pain (Table 3). About 78%
of patients required assistance in walking, 73.6% in
getting in and out of bed, 67% in using the toilet,
72.5% in getting dressed and undressed, and 54.9%
in eating (Table 4).
Influences of variables on family caregivers’ health
Family caregivers’ health status after having started
to take care of patients was found to be significantly
worse than before having started to take care of
them (t = 3.96, p < .001) (Table 1). Impact on health
was significantly associated with family caregivers’
psychological well-being (r = –.57, p < .001), quality
of caregiver-patient relationship (r = –.55, p < .001),
and lack of family support (r= .50, p< .001) (Table 5).
Family caregivers who scored higher on psychological
well-being and quality of caregiver-patient relation-
ship obtained significantly lower scores from Impact
on Health subscale. Higher scores on Impact on
Health subscale were significantly associated with
those with higher scores on lack of support.
Multiple regression analysis was used to analyze
how much of the scores from Impact on Health was
predicted by the family caregiver’s psychological
well-being, quality of the caregiver-patient relation-
ship, and family support. As shown in Table 6, the
model variables accounted for 51% of the variance
in impact on health (R2 = .51). Lower scores of 
psychological well-being (t = −4.74, p < .001), lower
scores of quality of relationship (t = −3.33, p < .001),
and higher scores lack of family support (t = 3.02,
p < .01) were found to predict significantly greater
impact on health (Table 6).
DISCUSSION
In the United States, most family caregivers are
females, married, and spouses of care receivers
(Kazanowski, 2005; Schumacher et al., 2008). Sim-
ilarly, this is also true in the current sample of care-
givers in Taiwan. However, American caregivers 
had higher education levels and incomes than their
Taiwanese counterparts. Among American care-
givers sampled, only 4% to 6% had a lower than
high school education, and 49.9% to 59.2% had at
least some college training; meanwhile, only 16% to
23% had annual income less than US$15,000 (Kim &
Kwon, 2007; Miaskowski et al., 2006). The level of
education and income are important factors that
could potentially influence the attitude of family
caregivers in providing care to the care receivers. In
the current study, for example, family caregivers in
the Taiwanese hospital who answered “yes” had a
significantly higher income (t = –2.86, p < .01) than
those who answered “no” to the hypothetical question
of if nurses provided total care to patients, whether
they would still stay in the hospital.
Often, older care receivers are cared for by their
adult children, while the younger care receivers are
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Table 1
Caregiver Characteristics (N = 91)
Variable n %a M SD
Gender
Male 22 24.2
Female 69 75.8
Age (Range: 19–78 years) 46.65 13.28
Marital status
Single 12 13.2
Divorced 4 4.4
Married 75 82.4
Education
Elementary school and under 32 35.1
Middle school 19 20.9
High school 25 27.5
Two-year technical school 10 11.0
Undergraduate 5 5.5
Religion
Not religious 18 20.5
Buddhist 48 54.5
Christian 5 5.7
Taoism 17 19.3
Children
0 13 14.3
1–3 57 62.6
Over 3 21 23.1
Relationship
Friend 6 6.6
Son 10 11.0
Daughter 11 12.1
Husband 11 12.1
Wife 35 38.5
Daughter in law 6 6.6
Other relative 9 9.9
Mother 2 2.2
Father 1 1.1
Length of being a caregiver (years) 1.66 2.45
(Range: 5 days – 17.25 years)
< 6 months 23 25.3
≥ 6 months – 1 year 33 36.3
≥ 1 year 35 38.5
(Contd.)
P.M. Yeh et al.
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cared for by their spouses.The average age of the care
receivers in previous studies was higher than that of
the current study; this might explain why some pre-
vious studies reported that most of the primary
caregivers were adult children of care receivers
(Shyu, 2002), whereas in the current study, only
23.1% of the caregivers were adult children.
Caregivers are exposed to different types of stress
at various ages or developmental levels; for instance,
an older caregiver might have more health issues.
Stress is often the greatest at transition points where
individuals or families move from one stage to the
next, such as when families rebalance, refine and
realign their relationships (Kao & Acton, 2006;Tang,
2009). For example, younger caregivers who worked
noted a greater negative impact on their time (Kao &
Acton; Tang), while in the current study, older care-
givers experienced more negative impact on their
health and psychological well-being.
The stress of care-giving is often evident in the
decline of the family caregiver’s health status. After
having started taking care of the patient, the family
caregivers’ health was significantly worse than before.
While this finding was similar to findings in previous
studies in Taiwan (Kao & Acton, 2006) and in the U.S.
(Nijboer et al., 2000), few of them have reported
Table 1 
(Continued)
Variable n % M SD
Health Status
Before care-giving 3.85 0.97
Poor 2 2.2
Fair 39 42.9
Good 26 28.6
Very good 19 20.9
Excellent 5 5.5
After care-giving 3.54 0.93
Very poor 1 1.1
Poor 6 6.6
Fair 44 48.4
Good 25 27.5
Very good 13 14.3
Excellent 2 2.2
aPercentages do not add up to 100% due to rounding.
Table 2
Comparison Between Not Staying and Staying in the Hospital if Nurses Provide Complete Care (N = 91)
Not Staying (n = 38) Staying (n = 53)
M SD M SD
t
Income 2.11 1.06 2.96 1.78 –2.86**
Patients’ age 54.79 14.48 62.08 15.78 –2.25*
Psychological well-being 73.21 10.49 77.98 11.79 –1.99*
*p < .05; **p < .01.
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changes in the caregivers’ health status before and
after serving as a caregiver.
Psychological well-being and impact on health
In line with findings from previous studies,
family caregivers who reported better psychological 
well-being were also shown to be in better health.
Family caregivers who reported better psychological
well-being experienced less negative impact on their
health (Chen & Short, 2008; Eldred & Sykes, 2008;
Ron, 2008; Yeh & Bull, 2009). Most of the previous
studies, however, focused on caregivers’ hardiness,
coping strategies, and the process of adapting to
care-giving (Shyu, 2002). Few studies explored the
relationship between caregivers’ psychological well-
being and their health.
Table 3
Patient Characteristics (N = 91)
n % M SD
Gender
Male 57 62.6
Female 34 37.4
Age (Range: 15–87 years) 59.03 15.59
Marital status
Single 6 6.6
Divorced 1 1.1
Widowed 13 14.3
Married 71 78.0
Education
Elementary school or less 52 57.1
Middle school 14 15.4
High school 205 22.0
Other 5 5.5
Diagnosis
Lung cancer 24 26.4
Liver cancer 14 15.4
Colon cancer 8 8.8
Nasal throat cancer 7 7.7
Cervical cancer 6 6.6
Oral cancer 6 6.6
Other 26 28.5
Symptom
Average number of symptoms 4.55 2.59
Loss of appetite 55 60.4
Fatigue 52 57.1
Weight loss 41 45.1
Pain 39 42.9
Dry mouth 37 40.7
Nausea & vomiting 36 39.6
Hair loss 23 25.3
Low blood counts 22 24.2
P.M. Yeh et al.
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Psychological well-being is essential to the health
of family caregivers, who not only face care-giving
tasks, but must also simultaneously overcome many
other related and unrelated issues in their lives. This
finding provides additional support to the body of
knowledge on psychological well-being and health
in family caregivers.
Quality of caregiver-patient relationship and
impact on health
In line with previous studies, the current findings sug-
gest that family caregivers who had a higher quality
of relationship with their patients experienced a less
negative impact on their health (Celano et al., 2008;
Savundranayagam, Hummert, & Montgomery, 2005;
Schumacher et. al., 2008; Shyu, 2002; Yeh & Bull,
2009). The quality of the caregiver-patient relation-
ships can be explained by filial obligation and satis-
faction with dyadic interaction. Filial obligation in
Chinese culture is defined as “being nice and obedient
to your parents, pleasing your parents and caring for
them” and “bringing honor to them” (Sheu, 1997,
p. 71). Those caregivers with more filial obligation
experienced a lower sense of care-giving burden in
Taiwan.
The improvement in caregiver satisfaction 
of dyadic interaction could be attributed to a reduc-
tion of the behavioral stressor effects through
Table 4
Patient Dependency
Item n %a M SD
Getting in/out of bed (1–4) 2.04 0.84
No help needed 24 26.4
Needs some help 45 49.5
Needs a lot of help 16 17.6
Cannot do it 6 6.6
Getting to/using toilet (1–4) 2.04 0.97
No help needed 30 33.0
Needs some help 37 40.7
Needs a lot of help 14 15.4
Cannot do it 10 11.0
Getting dressed/undressed (1–4) 2.16 0.97
No help needed 25 27.5 
Needs some help 37 40.7
Needs a lot of help 18 19.8
Cannot do it 11 12.1
Eating (1–4) 1.93 1.06
No help needed 41 45.1
Needs some help 28 30.8
Needs a lot of help 9 9.9
Cannot do it 13 14.3
Walking (1–4) 2.19 0.94
No help needed 20 22.0
Needs some help 47 51.6
Needs a lot of help 11 12.1
Cannot do it 13 14.3
aPercentages do not add up to 100% due to rounding.
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increased use of a problem-focused coping strategy,
that is, positive reassessment of the stressful situation
(Corbeil, Quayhagen, & Quayhagen,1999).The qual-
ity of the relationship between caregivers and elderly
care receivers mediated the association between care-
giving tasks and caregiver perception of depression
(Yates, Tennstedt, & Chang, 1999).
The relationship between patients and family
caregivers as “shared care” refers to a pattern of inter-
dependent interaction consisting of communication,
negotiation, and reciprocity. Communication skills
were very important in improving the quality of
relationship between caregivers and care receivers
(Coeling, Biordi, & Theis, 2003). Family caregivers
who had a better quality of patient-caregiver rela-
tionship experienced a lower negative impact on
their health status.
Family support and impact on health
Lack of family support was found to profoundly
impact family caregivers’ health. In line with previous
findings (Shyu, 2002), lack of family support was
shown to be an important predictor of the family
caregiver health.
Family support includes quality of support (feel-
ing loved, feeling that one can count on others, hav-
ing a confidant) and quantity of support (having a
network available to provide aid in times of need)
(Ryff, 1989). Caregivers with family support would
have time to rest and restore their energy and health
(Tang & Li, 2008), which may help decrease their
depression levels (Tang & Li), and lessen the impact
on their health.
Four limitations of this study warrant attention.
First, the small sample size prohibits the generali-
zation of results to all family caregivers who care 
for individuals with cancer. Future research should
include a larger sample size with participants ran-
domly drawn from several hospitals, thereby providing
a more representative sample of the population and
greater generalizability of the study findings. Second,
the cross-sectional design provided an opportunity to
examine the variables at only one point in time. The
use of a longitudinal design would allow changes in
family caregivers’ reactions to be measured and the
influence these reactions have on health, finance,
and schedule to be examined. The effects of predic-
tor variables found in this study could also be exam-
ined to determine if they are significant predictors
over time.Third, the patients’ diagnosis was cancer in
this study. Further research could focus on the rela-
tionship between patients’ need for ADL assistance
and family caregiver by studying family caregivers
in care of patients suffering from chronic illness (who
were more ADL-dependent). Fourth, the study
Table 5
Correlations Between Impact on Health and 
Variables (N = 91)
Variable Impact on health
Psychological well-being –.57***
Quality of relationship –.55***
Lack of family support .50***
***p < .001, two-tailed.
Table 6
Regression Analysis of Impact on Health With its Predictors
Predictors B SD Error β t p
Psychological well-being –0.108 0.023 –.38 –4.741 < .001
Quality of relationship –0.196 0.059 –.29 –3.326 .001
Lack of family support 0.208 0.069 .26 3.015 .003
R2 .51 < .001
F (df = 3, 87) 30.73 < .001
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sample was from Taiwan. Future research might focus
on cross-cultural differences in the effects of care-giving
in other regions and countries.
CONCLUSION
Recognition and assessment of the importance 
of psychological well-being, quality of caregiver-
patient relationship and family support are often
neglected in nursing practice and in the research lit-
erature. The finding of this cross-sectional study
indicates that better psychological well-being, better
quality of caregiver-patient relationship and family
support were all associated with better health in
family caregivers.
Recommendations for future research
Future studies with larger samples would provide
greater insights on the complexity of the interrela-
tionships among these three factors and health of
family caregivers. In addition, longitudinal studies
would also further our understanding of family
caregivers’ situations at different time points. Future
research can explore factors influencing the family
caregiver’s burden by examining those in care of
patients with chronic illness. The researchers could
also compare family caregiver’s burden in taking care
of patients that had more ADL dependency in
order to further explore the relationship between
patients’ ADL dependency and the family caregiver’s
burden. Meanwhile, future research should take into
consideration the length of care-giving experience.
Implications for nursing practice
Current findings suggest that nurses should be aware
of the physical and psychological well-being of the
family caregiver while providing care in the hospital
and upon discharge. A systematic approach should
be developed for assessments and discharge plans
for family caregivers and patients.
Nurses play three crucial roles in designing dis-
charge plans: they function as observers, consulters,
and educators. As observers, nurses need to have the
knowledge in assessing a caregiver’s psychological
well-being, quality of caregiver-patient relationship,
family support and knowledge of providing care.
A simplified checklist can help nurses collect infor-
mation. As counselors, nurses need to listen and
respond to a family caregiver’s questions according to
what they have observed. Nurses also need to provide
information on support resources to family care-
givers. As educators, nurses could motivate and
improve family support by using brochures, videos,
small-group discussions, and educational lessons 
to help family caregivers improve their psychologi-
cal well-being and quality of the caregiver-patient
relationship.
Implications for health policy
In this study, caregivers with lower income and less
family support experienced a greater impact on their
finances. Being a family caregiver would also affect
his/her health and work status. The current study
suggests the following policies to support caregivers’
efforts:
1. Provide job protection for caregivers who tem-
porarily take a leave of absence to provide 
care.
2. Ensure that medical and insurance support for
family members who provide care for patients is
included in state and federal benefits for health
care.
3. Recruit volunteers to participate in caring for
elders with disability and patients in the hospital
and in the community. A training center could
be established to train these volunteers so as to
provide temporary relief to caregivers.
4. Use public media to provide family caregivers
with information about the social resources
available to help them alleviate the burden of
care-giving.
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